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The County of Los Angeles Department of Mental Health (LACDMH) Quality
Improvement Annual Work Plan is organized into six (6) major domains, which
include: Service Delivery Capacity, Accessibility of Services, Beneficiary
Satisfaction, Clinical Care, Continuity of Care, and Provider Appeals. Each
domain is designed to address service needs and the quality of services
provided. The Quality Improvement Program is dedicated to fostering
consumer focused, culturally competent services and improving access to
underserved populations.

The County of Los Angeles is the most populated county in the nation with an
estimated population of 10,019,362 in CY 2013. The estimated distribution by
ethnicity in the major designated ethnic categories is: Latinos representing
48.2%, Whites 28.5%, Asian and Pacific Islanders 14.6%, African Americans
8.5%, and Native Americans representing 0.2%. During FY 2013-2014, the
Department and its contracted and directly operated agencies provided a full
array of mental health services to approximately 265,000 children and youth
with Serious Emotional Disturbance (SED) and adults and older adults with
Serious Mental lliness (SMI). The work plan goals focus on the outpatient
programs that served 196,002 persons of all age groups in each of the eight (8)
Service Areas and countywide.

This Quality Improvement Work Plan Evaluation Report details the progress
LACDMH has made with respect to the 2014 Annual Work Plan Goals. The
report presents an analysis of estimated unmet needs for populations
countywide as well as for individual Service Areas. Penetration rates are used
to analyze service utilization and to measure disparity. The California Health
Interview Survey (CHIS) estimated prevalence rates were adopted in 2013 to
estimate the countywide and Service Area prevalence rates for persons with
SED and SMI. The use of trending analysis is another means to further
understand and assess target population needs. As such, trending data is
included in this report as appropriate for selected performance measures. The
expansion of services with healthcare reform is significant for LACDMH
requiring integration of physical health, mental health, and substance abuse
services. Service delivery capacity work plan goals for 2015 are based on
population living at or below 138% Federal Poverty Level (FPL) population to
include services to newly eligible under the Medicaid Expansion as of January
2014.

The 2015 Quality Improvement Work Plan Goals are set by the PSB-QI Division
under the authorization of the DMH Executive Management Team and in
collaboration with DMH Bureaus and Divisions including: Emergency Outreach
Bureau, Patients’ Rights Office, Office of the Medical Director, ACCESS Center,
the Mental Health Services Act (MHSA) Implementation and Outcomes
Division, Office of the Director, Community and Government Relations Division,
Managed Care Division, Provider Support Organization and Service Area
Quality Improvement Committees, who have all contributed to this report.
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COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH

QUALITY IMPROVEMENT WORK PLAN EVALUATION FOR
CALENDAR YEAR 2014
and
QUALITY IMPROVEMENT WORK PLAN FOR 2015

In partnering with consumers, families and communities to create culturally
competent opportunities for Hope, Wellness and Recovery, the County of Los
Angeles Department of Mental Health (LACDMH) is committed to serving,
improving and making a difference in the lives of Los Angeles County residents
diagnosed with mental illness.

The Affordable Care Act National Strategies for Quality Improvement in Health
Care guide our efforts to achieve the three aims of improving the quality of care,
improving the health of consumers, and providing affordable care. Through
ongoing innovation we strive for an integrated model of healthcare that
encompasses mental health, physical health, and substance abuse services.
LACDMH is working to design and implement a next-generation behavioral health
service delivery system, which provides an integrated array of high-quality,
recovery-focused behavioral health services achieving the triple aim. We
embrace the cultural diversity of the communities we serve and we recognize that
our highly diverse and interconnected set of communities each has unique
cultures, strengths, challenges, and behavioral health needs.

The LACDMH Quality Improvement Work Plan Goals are specifically focused on
Service Delivery Capacity and Accessibility of Services in order to eliminate
disparities; increasing Beneficiary Satisfaction; improving Clinical Care and
Continuity of Care; and the monitoring of Provider Appeals.

This report is completed in compliance with Local Mental Health Plan (LMHP)
reporting requirements of the California Code of Regulations (CCR), Title 9,
Chapter 11, Section 1810.440, concerning Quality Improvement.



SECTION 1

QUALITY IMPROVEMENT PROGRAM DESCRIPTION

Quality Improvement Program Structure

The Program Support Bureau (PSB), Quality Improvement Division (QID) is under
the administration and direction of the PSB Deputy Director. PSB-QID shares
responsibility with providers to maintain and improve the quality of service and the
delivery infrastructure. QID establishes annual work plan goals, monitors
departmental activities for effectiveness, and conducts processes for continuous
improvement of services. The structure and process of the LACDMH QI Program
are outlined in the Department's Policy and Procedure 105.1, Quality
Improvement Program Policy. QID works to ensure that the quality and
appropriateness of care delivered to consumers meets or exceeds local, State,
and Federal service standards. The QI Program is organized and implemented in
support of an organizational culture of continuous quality improvement that fosters
wellness and recovery; reduces disparities; promotes consumer and family
involvement; improves cultural competency; and integrates the treatment of
mental health and substance use disorders with physical healthcare.

PSB-QID includes the following three (3) Units: the Quality Improvement (Ql) and
Data-Geographic Information System (GIS) Unit, the Under Represented Ethnic
Populations (UREP)/Innovations (INN) Unit, and the Cultural Competency Unit
(CCU). The QIl-Data GIS Unit is responsible for the collection, analysis, and
reporting of LACDMH demographic and clinical data. The Ql-Data GIS Unit
conducts assessments of the Department’s geographic distribution of mental
health services. The UREP/INN Unit has responsibility for implementing one-time
funded projects within our system of care to build capacity and increase access
for Under Represented Ethnic populations, specifically the African/African
American, American Indian/Alaska Native, Asian Pacific Islander, Eastern-
European/Middle Eastern, and Latino communities. The UREP/INN Unit also
implements the Community-Designed Integrated Service Management (ISM)
Model which promotes the establishment of networks of care that include formal
providers, non-traditional healers, and community-based organizations to
integrate physical healthcare, mental health care, and substance use treatment
for the five UREP groups. CCU, managed by the LACDMH Ethnic Services
Manager (ESM), promotes the development of appropriate mental health services
that will meet the diverse needs of the county’s racial, ethnic, cultural, and
linguistic populations. CCU provides technical assistance and training necessary
to integrate cultural competency into departmental operations and works to
implement the Cultural Competency Plan.

The QI Work Plan includes areas of performance measurement, monitoring, and
management regarding service delivery capacity; timeliness, accessibility, and
quality of services; cultural competency; and consumer and family satisfaction.



The data collected is analyzed and used for decision making, monitoring change,
and for performance management to improve services and the quality of care.
Departmental Performance Improvement Projects (PIPs) are conducted to ensure
that selected administrative and clinical processes are studied to improve
performance outcomes. The QI Division collaborates and coordinates with many
of the Department’s Bureaus, Divisions and Units to conduct related QI activities
including the following: Quality Assurance Division; ACCESS Center; Patients’
Rights Office; Office of Strategies for Total Accountability and Total Success
(STATS) and Informatics; Office of the Medical Director (OMD); Mental Health
Services Act (MHSA) Implementation Outcomes Unit; Emergency Outreach
Bureau (EOB); Service Area QI Committees and the multidisciplinary PIP Teams.

The departmental Countywide Quality Improvement Council (QIC) is chaired by
the PSB-QID Mental Health Clinical Program Manager. It is Co-Chaired by a
Regional Medical Director from OMD. The PSB-QID Mental Health Clinical
Program Manager also participates on the Southern California QIC, the Statewide
QIC, the LACDMH STATS, the Clinical Policy Committee, and the Executive
Dashboard. The supervisor of the CCU serves as the LACDMH Ethnic Services
Manager and is a standing member of the departmental Countywide QIC, the
departmental Countywide Cultural Competency Committee (CCC), and the
Cultural Competency, Equity, and Social Justice Committee (CCESJC).

The QI Program acts in coordination with the service delivery system. The
departmental Countywide QIC meets monthly and includes standing
representation from each of the eight (8) Services Areas, departmental programs
and divisions, and other stakeholders. All Service Areas have their own Service
Area Quality Improvement Committee (SA QIC) meetings. Each SA QIC has a
Chairperson representing Directly Operated Providers and most have a Co-
Chairperson who represents Contract Providers. The SA QIC Chairperson and
Co-Chairperson are representative members of the departmental Countywide
QIC. The QI Handbook is designed to be a reference for the QI structure and
process providing guidelines for the functions and responsibilities of QIC
members at all levels of participation.

At the provider level, all Directly Operated and Contracted Providers participate in
their own Organizational QIC. In order to ensure that the QIC communication
feedback loop is complete, all SA Organizational Providers are required to
participate in their local SA QIC. This constitutes a structure that supports
effective communication between Providers and Service Area QICs, up to the
departmental QIC, and back through the system of care. An additional
communication loop exists between the SA QIC Chairperson and/or Co-
Chairpersons and the respective Service Area District Chiefs and Service Area
Advisory Committee (SAAC). The SAACs are comprised of consumers, family
members, providers and LACDMH staff. The SAACs provide valuable information
for program planning and opportunities for program and service improvement.
SAACs are a centralized venue for consumers and family members to participate.



Cultural Competency Committee (CCC)

The CCC serves as an advisory group for the infusion of cultural competency in
all LACDMH operations, service planning, delivery and evaluation.
Administratively, the CCC is housed within the Program Support Bureau — QID
Cultural Competency Unit (CCU). Comprised of seventy-seven (77) members,
the CCC membership includes the cultural perspectives of consumers, family
members, advocates, Directly Operated providers, Contract providers, and
community-based organizations. In addition to promoting participation of
consumers, family members, and community members, the CCC considers the
expertise from the SAs, clinical programs, administrative programs, front line staff,
and management to be essential for the mission of the CCC as well as the impact
that the Committee hopes to have on our current system of care.

The membership of the CCC is culturally and linguistically diverse. Fourteen (14)
ethnic/racial/biracial/multiracial groups are represented within the CCC: African
American, Anglo European, American Indian, Armenian, Asian, Chinese, Eastern
European, German, Korean, Vietnamese, and White/Caucasian. The
biracial/multiracial membership of the CCC includes: American Indian/Chicano,
Asian/Indian, Cahuilla/Caucasian, Chicano, Iranian American, Japanese
American, Latino/Chinese, Mexican American, and Spaniard/Latino/American
Indian.] Additionally, the following thirteen (13) languages are represented in the
CCC membership: Armenian, Cahuilla, Cantonese, English, Farsi, French,
German, Hindi, Korean, Spanish, Swabhili, Telugu, and Vietnamese.

The overarching goal of the CCC is to increase cultural awareness, sensitivity and
responsiveness in the County of Los Angeles Department of Mental Health's
response to the needs of diverse cultural populations to foster hope, wellness,
and recovery in our communities. All roles, functions, and workgroups of the CCC
are based on our strong commitment to further the Department’s progress in the
provision of culturally and linguistically competent services.

The CCC meets once a month and is led by two Co-Chairs elected annually by
members of the Committee. The LACDMH Ethnic Services Manager (ESM) is a
member of the departmental Countywide QIC and the CCC. The LACDMH ESM
is also the supervisor for the Program Support Bureau-Cultural Competency Unit
(PSB-CCU). This structure facilitates communication and collaboration for
attaining the goals as set forth in the departmental QI Work Plan and the Cultural
Competency Plan to reduce disparities, increase capacity, and improve the quality
and accessibility of services. Additionally, relevant CCC decisions and activities
are reported to the membership at each departmental QIC meeting.

At the end of each Calendar Year (CY), the Committee holds an annual retreat to
review accomplishments, vote on cultural competency objectives to be
undertaken for the next year, and reinforce the collaborative team atmosphere



among the Committee members. For CY 2014, the Committee formed four (4)
on-going workgroups and one (1) ad-hoc workgroup. These include the following:

1) The California Reducing Disparities Project (CRDP) Alignment Workgroup

2) The Data Workgroup

3) The Outreach and Presentations Workgroup

4) The Training Workgroup

5) The Vision, Mission and Goals Workgroup was also formed to function on as-
needed basis.

1) The CRDP Alignment Workgroup: The goal of this workgroup is to raise
awareness and increase knowledge about the five CRDP Reports and PSB-
CCUs CRDP Recommendation Matrix within LACDMH and diverse
community-based forums. Implemented in September 2014, this workgroup
met twice to discuss the content of the CRDP Reports and brainstorm on
potential project ideas. The CCC approved the continuation of this workgroup
in CY 2015. Project ideas include the following: Engaging the CRDP authors
with the CCC, develop workgroup core principles that support the Department’s
Health Neighborhood Initiative, and support the implementation of CRDP
recommendations.

2) The Data Workgroup: The goal of this workgroup is to develop presentations to
be delivered at the Service Area Advisory Councils (SAACs) meetings
highlighting culture-related data collection practices by County organizations
and LACDMH in order to orient these Committees to the relevance of data
collection and utilization.

A secondary goal of this workgroup is to develop a data matrix recording
demographic variables related to the six (6) PEI Identified Priority Populations
formulated by the State. These include:

e Underserved Cultural Populations
Individuals Experiencing Onset of Serious Psychiatric lliness
Children/Youth in Stressed Families
Trauma-exposed
Children at Risk for School Failure
Children/Youth at Risk of or Experiencing Juvenile Justice Involvement

Accomplishments include:

Development of a PowerPoint presentation titled "Using data to identify
community cultural needs.” Intended for SAAC audiences, this presentation
highlights County organizations that track culture-related data, LACDMH data
reports, the importance and relevance of data collection and utilization, and how
to implement data collection projects. The PowerPoint presentation was
presented to the CCC for approval in November 2014. The CCC approved the
continuation of this workgroup in CY 2015.



3) Outreach and Presentations Workgroup: The goal of this workgroup is to
increase Vvisibility and awareness of the PSB-CCU and the CCC through
Outreach and Presentations to various departmental venues in all Service
Areas, such as the SAACs. By disseminating culturally relevant information at
the Service Areas, the Outreach and Presentations Workgroup aims to
accomplish the following: Learn about the cultural competency needs of the
different Service Areas and establish a feedback loop that will provide relevant
information regarding the cultural needs of each Service Area.

Accomplishments include:
e Collaborating with the Data Workgroup in the development of SAAC
PowerPoint presentation
e Marketing CCC presentations at the SAACs
e Recruitment of SA liaisons to connect the CCC Workgroups with the SAAC
Co-Chairs for purposes of scheduling presentations

4) The Training Workgroup: The goal of this workgroup is to promote
training/education opportunities that address, promote, and enhance cultural
competency within our system of care.

Accomplishments include the following:
e Providing training announcements and training registration forms at diverse
LACDMH meetings.

5) Vision, Mission and Goals Workgroup: This workgroup functions as the ad-hoc
workgroup of the CCC. The goal of this workgroup is to develop CCC-related
writing and documentation related to the Committee’s vision, mission and
goals.

Accomplishments include:

e Completion of the CCC’s mission statement revision in March 2014.

e The revised mission statement was approved by the CCC.

e The revised mission statement reads: “Increase cultural awareness,
sensitivity and responsiveness in the County of Los Angeles Department of
Mental Health’s response to the needs of diverse cultural populations to
foster hope, wellness, and recovery in our communities.”

Other CCC general accomplishments include the following:

e Participation and collaboration in the UREP/CCC Leadership Team
meetings

e Review and provision of feedback for the MHSA 3-Year Program and
Expenditure Plan

e Co-presentation of CCC and UREP recommendations for the MHSA three-
year program and expenditure plan at the SLT meeting on January 22,
2014



e Provision of feedback to the Office of Integrated Care on the Department’s
Health Neighborhoods Initiative

Quality Improvement Program Processes

The purpose of design and implementation of the Countywide QI Program is to
ensure an organizational culture of continuous self-monitoring through effective
strategies, best practices, and activities at all levels of the system.

PSB-QID works in collaboration with departmental staff to establish annual
measureable QI Work Plan goals to evaluate performance management activities.
The QI Work Plan Goals are categorized into six (6) domains of State and Federal
requirements including the following: Service Delivery Capacity, Accessibility of
Services, Beneficiary Satisfaction, Clinical Care, Continuity of Care and Provider
Appeals. Evaluation of the work plan goals is published annually in a report and is
available online at http://psbagi.dmh.lacounty.gov/Ql.htm.

PSB-QID is responsible for the formal reporting on annual measurement of
consumer perception of satisfaction in six areas namely General Satisfaction,
Perception of Access, Perception of Quality and Appropriateness, Perception of
Participation in Treatment Planning, Perception of Outcome, Perception of
Functioning and Perception of Social Connectedness. The results are reported
annually in the State and County Performance Outcomes Report and are
available online at http://psbagi.dmh.lacounty.gov/Ql.htm.

The PSB-QID team works to engage and support the SA QIC members in QI
processes related to the QI Work Plan, specific PIP activities, and other QI
projects conducted at the SA level. SA QIC meetings provide a structured forum
for the identification of QI opportunities to address challenges and barriers unigue
to a SA. SA QIC members also support the provider organizational QICs that are
focused on internal organization of QI Programs and activities. Organizational
QICs conduct internal monitoring to ensure adherence to performance standards
related to Quality Assurance and Quality Improvement. This includes activities
such as: client record reviews, identifying clinical issues, and client satisfaction
surveys.



PSB-QID Unit Program Descriptions

The PSB-QID Under Represented Ethnic Populations (UREP)/Innovation
(INN) Unit

One of the cornerstones of the Mental Health Services Act (MHSA) is to
empower Under Represented Ethnic Populations (UREP). During the planning
phase of MHSA, a UREP Work Group, consisting of 56 culturally diverse mental
health professionals and community and consumer advocates, was created to
make implementation recommendations to LACDMH. This workgroup met
extensively to develop guiding principles and recommendations for LACDMH as
well as MHSA services. These recommendations were instrumental in
establishing the Department's MHSA values and strategies in working with under
represented ethnic groups. In June 2007, the Department established an internal
UREP Unit within the Planning, Outreach and Engagement Division to address
the ongoing needs of targeted ethnic and cultural groups. The UREP Unit has
established subcommittees dedicated to working with the various under
represented ethnic populations in order to address their individual needs. These
subcommittees are: African/African American; American Indian/Alaska Native;
Asian/Pacific Islander; Eastern European/Middle Eastern; Latino; and Lesbian,
Gay, Bisexual, Transgender and Questioning (LGBTQ). In March 2012, the
UREP/INN Unit was transitioned to the PSB-QID.

Each UREP subcommittee is allotted one-time funding totaling $100,000 per
fiscal year to focus on Community Services and Supports (CSS) based capacity-
building projects. This unique opportunity draws on the collective wisdom and
experience of community members to determine the greatest needs and
priorities in their communities. Project proposals were created and submitted via
a participatory and consensus-based approach. The following are the projects
implemented:

African/African American (AAA) — 1) Resource Mapping Project: Funds
were allocated to identify useful community resources, service providers, and
agencies in South Los Angeles County where there is a large African/African
American (AAA) population. The directory, of approximately 300 services and
listings of unique interest to specific cultural groups, includes names, addresses,
contact information, hotlines and toll-free numbers for many categories of
various sources. The third reprinting/updated version of this popular resource
was released in October 2014, and they are once again in demand. 2)
Community Mental Health Stigma Reduction Project: Funds were allocated
to community service providers in Los Angeles County to provide tailored
community awareness and service strategies to specific, underserved
subcultures in the African/African-American community. The focus of this project
is to reduce the stigma of mental illness by funding agencies to provide
outreach, engagement, training, education, and non-traditional wellness
activities. Technological approaches are also being employed, as each agency
has targeted a unique subpopulation with unique concerns and needs. The



targeted subpopulations are the LGBTQ community, the Somali community and
the Pan-African community. Projects for all three subpopulations are
approaching completion of their targeted end date of this six-month project, and
each agency has exceeded its service deliverables. 3) Mental Health
Informational Brochures: Brochures will be used to outreach and engage
underserved, inappropriately served and hard-to-reach ethnic communities. The
purpose is to reduce stigma by identifying common mental health conditions
experienced in the AAA community. The brochures will be used to educate and
inform these ethnically diverse communities of the benefits of utilizing mental
health services, and to provide referrals and contact information. The
informational brochure will be translated into two (2) different African languages:
Amharic and Somali. The brochure’s content has been completed, and
negotiations are currently under way for translations and graphics. This phase
and the printing phase are expected to be completed by the end of the first
quarter of 2015. 4) The Ethiopian Community Mental Health Training and
Education (ECMHTE) Project was a joint effort of the Los Angeles County
Department of Mental Health (LACDMH) and the African Communities Public
Health Coalition (ACPHC) to reduce the stigma of mental illness, specifically in
the Ethiopian community. The purpose was to set a precedent of using
culturally appropriate mental health education when working with ethnic
communities, and to increase access to culturally appropriate mental health
services for people of Ethiopian descent (especially during a mental health
crisis). This nine-month project provided training to trusted and selected
volunteer community members, referred to as Ethiopian Community Advocates
(ECAs), for them to become ‘lay-experts’ of mental health issues, crisis
intervention, and appropriate mental health resources. The ECMHTE Project
proved to be very successful, as it exceeded its goals and expectations, gaining
national recognition at the Ronald H. Brown African Affairs Series in Washington
D.C. in October 2014.

Asian Pacific Islander (API) — The APl Consumer and Family Member Training
and Employment Program was implemented on August 1, 2014. The goal of this
project is to train 15 API consumers and family members to become culturally
competent Peer/Family Advocates and Health Navigators. The purpose of this
program is to increase the number of culturally competent API Peer/Family
Advocates and Health Navigators at mental health agencies that serve the API
community. Once the trainings are completed, the consultant will facilitate
employment of trainees into mental health agencies that serve the API
community. These Peer/Family Advocates and Health Navigators will assist API
consumers, especially those with limited English-speaking skills to navigate the
public mental health system and access mental health services. For 2014-2015,
the APl UREP subcommittee is proposing to hire a consultant to launch a Health
Education and Outreach program targeting API families with members who suffer
from a mental illness. The objective of this project is to increase the family
members’ awareness about mental illness, increase their knowledge of mental



health resources as well as assistance with accessing culturally and linguistically
appropriate treatment. The approval of this project is in process.

Eastern European/Middle Eastern (EE/ME) — The EE/ME UREP subcommittee
funded three different capacity building projects for Fiscal Year 2013-2014. For
the Armenian and Russian communities, the EE/ME UREP subcommittee
funded a televised media campaign, which included the development of 30-
second Public Service Announcements (PSAs) that focused on mental health
awareness, substance abuse, and domestic violence. The PSAs were aired on
local Russian and Armenian television stations within Los Angeles County
between August 8, 2014 and November 7, 2014. A total of four (4) Russian and
eight (8) Armenian PSAs were aired. As a result of this project, Los Angeles
County Department of Mental Health ACCESS Hotline reported that there was
an increase in the number of Armenian calls for August 2014 (65 calls),
September 2014 (56 calls), and October 2014 (38 calls) compared to less than
10 calls per month between January 1, 2014 to July 31, 2014. For the Persian
community, a radio campaign was funded and implemented. Mental Health
Radio Talk shows were developed and aired in the local Farsi-speaking radio
station. The radio talk shows began to air on July 6, 2014 and continued to air
for 22 consecutive weeks. The radio talk shows included the following mental
health topics: Anxiety, depression, schizophrenia, acculturation issues, and
parenting. This project was completed on November 30, 2014. It was reported
by two LACDMH legal entities that specialize in serving the Farsi Speaking
community that there was a 55% increase in calls from Farsi speaking
community members seeking mental health services during the implementation
phase of this project. For the Arabic-speaking community of Los Angeles
County, the Community Mental Health Education Project was funded to
increase mental health awareness. This project was implemented on
December 1, 2014. The Community Mental Health Education Project will
provide outreach and engagement services by partnering with faith-based
organizations and schools to facilitate mental health community presentations
as well as making these materials available by using technological approaches
such as web-based informational sites. For FY 2014-2015, the Eastern
European and Middle Eastern UREP subcommittee is proposing to launch the
following projects: (1) a televised talk show to increase mental health
awareness, access, reduce stigma, and increase penetration rates for the
Armenian and Russian communities; (2) continuation of the mental health radio
talk shows for the Farsi speaking community as they have proven to be
effective; twenty one (21) new mental health topics will be identified; and (3) for
the Arabic-speaking community, a mental health information and training
project is being proposed, but it has not been finalized.

Latino — As an expansion of a previous capacity building project that funded
the recruitment, training, and integration of Promotoras de Salud Project Model
(Health Promoters) within the Latino Community, the 2013-2014 Latino UREP
subcommittee funded a six month research project to measure the
effectiveness of the Promotoras Project Model as an outreach and engagement
strategy aimed at Latinos within the County of Los Angeles. The research
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findings will provide LACDMH with recommendations that will focus on the
mental health disparities significantly impacting the Latino Community. For
2014-2015 Latino UREP subcommittee is proposing to launch a Health
Neighborhood Mental Health Awareness Outreach Campaign that will
disseminate promotional items, which will include mental health information and
resources to unserved Latino communities within the County of Los Angeles. In
addition, for FY 2014-2015, the Latino UREP subcommittee is proposing to fund
a media outreach campaign. The media outreach campaign will consist of
LACDMH approved Public Service Announcements (PSAs) that will air in the
local Spanish-speaking television and radio stations. The approval of these two
projects is currently pending.

American Indian/Alaska Native (AlI/AN) — For FY 2013-2014, the AI/AN UREP
subcommittee funded the Community Spirit Healers Wellness Project. The
project was launched on August 1, 2014 and is in the process of recruiting and
hiring five (5) AI/AN community members (called Community Spirit Healers). The
Community Spirit Healers will be trained to conduct community trainings and
forums, which will focus on mental health awareness and education. For FY
2014-2015, the AI/AN UREP subcommittee funded the American Indian/Alaska
Native Mental Health Conference that took place on November 4, 2014 at the
California Endowment. The theme for the conference was “Strengthening Native
Voices to Build a Healthy Community” and a total of 260 participants attended. A
survey was developed and distributed to the conference’s participants, which
consisted of five questions, specific to the AI/AN community. The surveys were
used to gather valuable information pertaining to the participants’ level of
knowledge gained as a result of attending the conference. Data results from the
surveys indicated the following: (1) the majority of the conference’s participants
(94%) agreed or strongly agreed that the conference made them more aware of
mental health issues unique to the AI/AN community; (2) a majority of the
conference’s participants (93%) agreed or strongly agreed that the conference
improved their ability to recognize when to refer an AI/AN community members for
mental health services; and (3) a majority of the conference’s participants (92%)
agreed or strongly agreed that they received useful information on mental health
resources for mental health treatment for AI/AN community members.
Additionally, for FY 14-15, the AI/AN UREP subcommittee will fund the
development of PSAs and a media advertisement campaign that will air on the
local radio and television channels in Los Angeles County. This media campaign
will outreach to the AI/AN community as well as increase mental health
awareness throughout the County of Los Angeles. The approval of this project is
in process.

Lesbian, Gay, Bisexual, Transgender and Questioning (LGBTQ) - The
LGBTQ UREP subcommittee was established on August 27, 2014. As their first
project, this subcommittee is currently in the process of launching a LGBTQ
survey, which aims to gather data pertaining to mental health clinicians’ level of
awareness and sensitivity when providing services for the LGTBQ population. The
findings of the surveys will be used to assist the subcommittee to better identify

11



future capacity building projects targeted for the LGBTQ community. No funding
is required for the completion of this survey project. For 2014-2015, the LGBTQ
UREP subcommittee will fund two projects, which will focus on mental health
awareness, mental health education, and to increase access and penetration
rates. One of the projects will focus on developing a culturally competent family
advocacy program that will provide peer-to-peer support and family-to-family
outreach and education. The second project will provide trainings, technical
assistance, and mentoring services to mental health providers as an avenue to
increase their knowledge, skills, and ultimately, enhance their clinical skills to
better serve the LGBTQ youth population. The approval of these projects is in
process.

The PSB-QID Cultural Competency Unit

The Cultural Competency Unit (CCU) is under the direction of PSB-QID. This
organizational structure allows for cultural competency to be integrated into PSB-
QID roles and responsibilities to systematically improve services and
accountability to our consumers, their family members, and the communities we
serve. This structure also places the CCU in a position to collaborate with
several LACDMH Programs such as the PSB-Under Represented Ethnic
Populations (UREP)/Innovation Unit, the Patients’ Rights Office (PRO), the
Workforce, Education and Training Division (WET), MHSA Implementation and
Outcomes Division, and the Service Area (SA) Quality Improvement Committees
(QICs). The supervisor for the CCU is also the LACDMH Ethnic Services
Manager. This strategy facilitates the administrative oversight of the Cultural
Competency Committee (CCC) activities and for the Unit to anchor the Cultural
Competence Plan Requirements (CCPR) and the California Reducing Disparities
Project (CRDP) Reports as our departmental framework to integrate cultural
competency in service planning and delivery. The CCU promotes awareness and
utilization of this framework to reduce disparities; combat stigma; promote hope,
wellness, recovery and resiliency; and serve our communities with quality care.

Consistent with the CCPR and CRDP recommendations, the CCU engaged in the
following activities:

1) Lesbian, Gay, Bisexual, Transgender, and Questioning (LGBTQ) Workgroup

In February 2014, the CCU implemented the LACDMH LGBTQ Workgroup with
sixteen (16) members in attendance. Continuous recruitment efforts to bring
ethnic/racial, age, gender, and sexual orientation diversity to the Workgroup
flourished and membership quickly doubled. At the time of its implementation,
the mission statement for this Workgroup was to “Enhance service delivery for
LGBTQ communities.” For Calendar Year (CY) 2014, the Workgroup identified
the following two projects:

1. The development and distribution of an LGBTQ Survey that aimed to collect
information on LGBTQ services offered by LACDMH, staff’'s comfort level in

12



working with the LGBTQ consumers, and trainings needed to enhance the
staff's competency in serving the LGBTQ community effectively. In addition,
this workgroup decided to create a glossary of LGBTQ terminology. Once
finalized, the glossary will be utilized as an educational tool to inform the
LACDMH workforce. The LGBTQ glossary will be disseminated via the
Department’s electronic news (eNews).

2. The development of a comprehensive LGBTQ resource guide that compiles
the existing resources endorsed by agencies that specialize in serving the
LGBTQ community in the County of Los Angeles. This resource guide is
intended to provide detailed information regarding community resources
available for the LGBTQ population.

In September 2014, this Workgroup became the LGBTQ UREP subcommittee.
As such, the LGBTQ UREP subcommittee qualifies for funding to develop
capacity building projects that will increase access and penetration rates for the
LGBTQ population.

2) Service Area Quality Improvement Councils (SA QICs)

In July 2014, the CCU staff assumed the role of liaisons for the SA QICs. In
this capacity, each CCU liaison was assigned to specific SA QIC meetings to
provide departmental updates related to cultural competency activities, such as
the CCPR and CRDP recommendations, the CCC activities, and the UREP
subcommittees’ capacity building projects. The CCU liaisons also gather
information related to cultural competency needs at the Service Area level and
communicate this information to the CCU. This practice has established a
feedback loop among the SA QICs, the CCU, the UREP Unit and the CCC.

3) Data Collection, Analysis and Reporting of Preferred Language Requests

The CCU collected and analyzed all the preferred language requests reported
by LACDMH providers via their Initial Request & Referral Logs for Culture
Specific Mental Health Services. The Unit produces monthly and annual
summaries of the total requests for preferred threshold and non-threshold
languages by Service Area. In accordance with the CCPR, and as a way to
improve our service delivery, these reports are utilized to track the language
requests from Limited English Proficiency (LEP) consumers at the time they
access mental health services.

4) Cultural Competency Trainings
The CCU continues to provide cultural competency presentations for LACDMH
employees during the New Employee Orientation. These presentations
introduce new employees to the functions of the CCU, the County of Los
Angeles Demographics and threshold languages, the Cultural Competence
Plan Requirements and the Department’s strategies to reduce mental health
disparities. Additionally, the CCU is in the process of developing a Statement
of Work to implement a Cultural Competency (CC) Web-based Training that will
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prepare the LACDMH workforce to appropriately respond to the diverse cultural
and linguistic needs of our communities.

5) Implementation of CRDP recommendations

The CCU is responsible for building system awareness of the five (5) CRDP
reports and their recommendations to reduce mental health disparities. In this
capacity, the CCU provides technical assistance to the UREP Unit in
developing capacity building projects that are culturally and linguistically
appropriate as well as community driven. Specifically, the CCU assisted the
Latino UREP subcommittee to implement a Latino CRDP recommendation for
their first capacity building project for 2014. After being informed that the
expansion of the Promotores the Salud Model (Health Promoters) is a CRDP
recommendation, the subcommittee developed a research project to advance
this community-defined practice into a promising practice.

6) Cultural Competence Plan Requirements (CCPR)

Currently, the CCU is actively preparing for the release of the 2015 CCPR by
the Department of Health Care Services (DHCS). This process has involved a
review of the 2010 LACDMH Cultural Competence Plan to identify sections that
need to be updated including new departmental initiatives, programs, policies
and procedures. At this time, the CCU has completed the first level of internal
revisions. The next steps will involve collaborations between the CCU and
LACDMH Programs to gather and align programmatic updates with the CCPR.
The CCU will be the lead Unit in conducting all these efforts.

Furthermore, the CCU will collaborate closely with a consultant on the
development of a system-wide Cultural Competency Organizational
Assessment and a Service Area-based provider survey. These tools will collect
information regarding departmental cultural competency practices, service
gaps, and lessons learned from our efforts to meet the cultural and linguistic
needs of our communities and reduce disparities.

The QIl-Data-GIS Unit

The QIl-Data-GIS Unit is responsible for compiling system wide information on
consumers served and estimating populations in need of mental health services.
The QIl-Data GIS Unit annually calculates the population estimated with Serious
Emotional Disturbance (SED) and Serious Mental lliness (SMI), and penetration
and retention rates by all demographic categories: age, gender, ethnicity and
primary language. Trend analysis is conducted on these data to assess
fluctuations in service utilization and service delivery capacity. The Prevalence
and Penetration Rates are also calculated for the eight (8) Service Areas for
dissemination to the respective District Chiefs and Quality Improvement Liaisons
for Quality Improvement Projects and Performance Improvement Projects.
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Mental Health Service Utilization Rates are calculated by census tracts to conduct
spatial analysis to estimate geographic areas in need of services. This information
is used to estimate service delivery capacity and set targets for meeting the needs
of underserved populations. The Ql-Data-GIS Unit provides mapping support to
all Divisions in the Department and conducts data analysis of services received by
consumers by various geo-political boundaries in the County such as
Supervisorial Districts, Service Areas, Health Districts, Medically Underserved
Areas, Senate and Congressional boundaries.

The Data GIS Unit maintains and updates the LACDMH Provider Directory of
Specialty Mental Health Services (SMHS). The provider directory has information
on age groups served, contact information, hours of operation and SMHS
provided at each service location to enable consumers and the public to find
appropriate mental health services in the County of Los Angeles. The provider
directory is disseminated as a hard copy annually to Service Area providers for
use by consumers, and their family members, provider staff and other
stakeholders.

The Provider Directory is also available on the internet. All information related to
providers and their services can be searched via the DMH Service Locator at
http://maps.lacounty.gov/dmhSL/. Information on the DMH Online Service Locator
can be translated into 50 or more languages including the DMH threshold
languages. This enables increased access for consumers seeking mental health
services in non-English languages.

The QI-Data-GIS Unit is responsible for selecting a random sample for the bi-
annual consumer satisfaction survey administration in Short Doyle/Medi-Cal
Outpatient Clinics and Day Treatment Programs. The Unit is also responsible for
conducting data analysis of the seven (7) domains of perception of consumer
satisfaction and preparing a final report. Additionally, the QI-Data-GIS unit
provides assistance with survey design and implementation and data support to
the Department’s Divisions and Bureaus, such as assisting the Office of
Consumer Affairs with the annual Peer Survey, the Office of Medical Director with
the Seclusions and Restraints Report, and the UREP/INN/CCU with data on
disparities for UREP groups.

Summary

The QI Work Plan Evaluation report that follows assesses the goals identified in
the LACDMH Quality Improvement Work Plan for Calendar Year 2014. The
foundation for this evaluation is presented in the context of population
demographics, both Countywide and by Service Area as well as other clinical and
consumer satisfaction data, including trending data. Evaluation of the Quality
Improvement Work Plan provides a basis for the establishment of goals and
objectives for 2015.
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SECTION 2
POPULATION NEEDS ASSESSMENT

The County of Los Angeles is the most populated county in the United States
(US) with an estimated population of 10,019,362 people in CY 2013. The County
consists of 88 legal cities and includes 4,058 square miles of land area.
Population density in the County, or the average number of people per square
mile, is 2,440 as compared with 244 in the State of California.

Population by Ethnicity in the County of Los Angeles as shown in Fig. 1 is the
highest among Latinos at 48.2%, followed by Whites at 28.5%, Asian/Pacific
Islanders (API) at 14.6%, African Americans at 8.5%, and Native Americans at
0.2%. This section contains estimated population in CY 2013 for the County of
Los Angeles by Ethnicity, Age, and Gender.

Methods

The population and poverty estimates are derived from the American Community
Survey conducted by the US Census Bureau. These numbers are further
adjusted locally and standardized to annual data provided by the Department of
Finance to account for local variations in housing and household income in the
County of Los Angeles. Data for Federal Poverty level (FPL) is reported for
population living at or below 138% FPL. Data for population living at or below
138% FPL is used to estimate prevalence of mental illness among population
eligible for Medi-Cal benefits under the Affordable Care Act (ACA). Population and
poverty data is reported by each Service Area (SA), ethnicity, age-group and
gender.

Threshold languages for each SA are identified for population enrolled in Medi-Cal
and consumers served by LACDMH. Title 9 of the California Code of Regulations
(CCR) defines beneficiaries with threshold languages as “the annual numeric
identification on a countywide basis and as indicated on the Medi-Cal Eligibility
Data System (MEDS), from the 3,000 beneficiaries or five (5) percent of the Medi-
Cal beneficiary population, whichever is lower, in an identified geographic area,
whose primary language is other than English, and for whom information and
services shall be provided in their primary language.”

Access to services is assessed by calculating Penetration Rates among
consumers served in outpatient settings (Mode 15) in Short Doyle/Medi-Cal
(SD/MC) facilities in Fiscal Year (FY) 2013-14. The count of consumers served
does not include those served in jails, juvenile halls, acute care inpatient settings
(both County and Fee for Service (FFS) hospitals,) and FFS outpatient network
providers.
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The data include the following:

e Estimated Total population and population living at or below 138% Federal
Poverty Level (FPL) in CY 2013.

e Estimated Prevalence of Serious Emotional Disturbance (SED) in Children
and Youth, and Serious Mental lllness (SMI) in Adults and Older Adults for
Total Population and population living at or below 138% FPL.

e Population enrolled in Medi-Cal by ethnicity, age group and gender.

e Estimated prevalence of SED and SMI among population enrolled in Medi-
Cal by ethnicity, age group and gender.

e LACDMH threshold languages spoken by population enrolled in Medi-Cal.

e Consumers served in Outpatient Short Doyle/Medi-Cal Facilities by
ethnicity, age group, gender, and threshold languages.

These data sets provide a basic foundation for estimating target population needs
for mental health services.

Estimated Prevalence Rates for persons with SED and SMI are derived by using
Prevalence Rates estimated by the California Health Interview Survey (CHIS)
conducted every two years by the University of California, Los Angeles (UCLA).

Penetration Rates are derived by applying Prevalence Rates for that ethnic,
gender, or age-group to demographic data for consumers served. These data are
helpful in understanding the needs of target population and underserved
population.

The use of trending analysis is used to understand change in population
demographics and performance measures over a five-year period.

As of 2014, QI Work Plan goals related to Access and Penetration Rates have

been set for population living at or below 138% FPL to account for expansion of
services under the Affordable Care Act (ACA).
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Total Population

FIGURE 1: POPULATION BY ETHNICITY
CY 2013 (N =10,019,362)
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Figure 1 shows population by ethnicity. Latinos are the largest group at 48.2%,
followed by Whites at 28.5%, Asian/Pacific Islanders (API) at 14.6%, African

Data Source: American Community Survey, US Census Bureau and Hedderson Demographic Services,

Americans at 8.5%, and Native Americans at 0.2%.

FIGURE 2: POPULATION BY AGE GROUP
CY 2013 (N =10,019,362)
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Data Source: American Community Survey, US Census Bureau and Hedderson Demographic Services,

Figure 2 shows population by age group. Adults are the largest group at 47.5%,
followed by Children at 20.6%, Older Adults at 16.6%, and Transition Age Youth
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TABLE 1: POPULATION BY ETHNICITY AND SERVICE AREA

CY 2013
Service | African | pagiic | Launo | N | wnie | Tota
Islander
SA1l 62,592 15,467 174,583 1,600 136,696 390,938
Percent 16.0% 4.0% 44.7% 0.41% 35.0% 100.0%
SA 2 76,909 250,948 864,694 3,959 977,222 | 2,173,732
Percent 3.5% 11.5% 39.8% 0.18% 45.0% 100.0%
SA3 65,847 508,839 819,204 3,050 380,820 | 1,777,760
Percent 3.7% 28.6% 46.1% 0.17% 21.4% 100.0%
SA 4 61,196 205,132 588,511 2,134 283,769 | 1,140,742
Percent 5.4% 18.0% 51.6% 0.19% 24.9% 100.0%
SAS5 37,476 90,278 102,719 976 415,082 646,531
Percent 5.8% 14.0% 15.9% 0.15% 64.2% 100.0%
SAG6 286,384 19,110 695,092 1,490 25,569 | 1,027,645
Percent 27.9% 1.9% 67.6% 0.14% 2.5% 100.0%
SA7Y 39,326 120,583 963,067 2,758 186,082 | 1,311,816
Percent 3.0% 9.2% 73.4% 0.21% 14.2% 100.0%
SA 8 229,359 249,951 619,825 3,624 447,439 | 1,550,198
Percent 14.8% 16.1% 40.0% 0.23% 28.9% 100.0%
Total 859,089 | 1,460,308 | 4,827,695 19,591 | 2,852,679 | 10,019,362
Percent 8.5% 14.6% 48.2% 0.20% 28.5% 100.0%

Note: Bold values represent highest and lowest percent within each ethnic group across Service Areas.
Data Source: American Community Survey, US Census Bureau and Hedderson Demographic Services,

2013.

Differences by Ethnicity

SA 6 at 27.9% has the highest percentage of African Americans as compared to

the lowest percentage in SA 7 at 3.0%.

SA 3 at 28.6% has the highest percentage of Asian/Pacific Islanders (API) as

compared to the lowest percentage in SA 6 at 1.9%.

SA 7 at 73.4% has the highest percentage of Latinos as compared to the lowest

percentage in SA 5 at 15.9%.

SA 1 at 0.41% has the highest percentage of Native Americans as compared to

the lowest percentage in SA 6 at 0.14%.

SA 5 at 64.2% has the highest percentage of Whites as compared to the lowest in
SA 6 at 2.5%.
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FIGURE 3: POPULATION PERCENT CHANGE BY ETHNICITY
CY 2009-2013
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Data Source: American Community Survey, US Census Bureau and Hedderson Demographic Services,
2013.

The percentage of African Americans in the County has decreased by 0.5
percentage points (pp) over the past five years. African Americans represented
9.1% of the total population in 2009 and represent 8.6% in 2013.

The percentage of Asian/Pacific Islanders (API) in the County has increased by
1.3 pp over the past five years. API represented 13.3% of the total population in
2009 and represent 14.6% in 2013.

The percentage of Latinos in the County has increased by 0.5 pp over the past
five years. Latinos represented 47.7% of the total population in 2009 and
represent 48.2% in 2013.

The percentage of Native Americans in the County has decreased by 0.1 pp